Primary splenic pregnancy is a rare type of ectopic pregnancy, which could easily rupture in the early stage of pregnancy, causing life-threatening intraabdominal haemorrhage. Rupture of splenic pregnancy due to trauma is even rarer. We reported a case of splenic pregnancy occurring in a female patient of reproductive age. She was injured by the handlebar on the upper left abdomen while riding a bicycle, causing intraabdominal haemorrhage. Ultrasound showed splenic rupture. The patient underwent emergency surgery, and was diagnosed with a rupture of splenic pregnancy by postoperative pathology. It is an extremely rare case where the patient was diagnosed splenic pregnancy due to a traumatic rupture and haemorrhage. We hope this case can be helpful in the evaluation and diagnosis of acute abdomen in women of reproductive age. (Hong Kong j.emerg.med. 2015;22:312-315) B
Introduction
Ectopic pregnancy is defined as implantation of a fertilised ovum anywhere other than within the uterine cavity, with the incidence about 20/1000. The most common site of ectopic implantation is the fallopian tube, accounting for 95.5% of all the ectopic gestations. Approximately 1.3% ectopic pregnancy occurs in abdomen. 1 Splenic pregnancy is a very rare type of abdominal pregnancy, which always ruptures spontaneously within 6 to 8 weeks. To our knowledge, no case of traumatic rupture of splenic pregnancy has been reported.
Case
A 39-year-old woman, gravida 2, para 2, was admitted to our emergency department on 7 October 2012, complaining of persistent pain on her left upper abdomen for six hours. She was healthy all along with regular menstrual period. She had an intrauterine contraceptive device implanted for 5 years. She was hit on the left upper abdomen by the handlebar ten days ago while riding a bicycle. She felt pain on her left upper abdomen, but it was relieved after application of topical drug. Six hours before admission, she again felt abdominal pain radiating to left back and left shoulder, which was exacerbated during exertion and deep breathing. The patient was dizzy gradually and was sent to the emergency room. At the time of admission, she was afebrile but hypotensive, with a blood pressure of 95/50 mmHg. Physical examination revealed abdominal distension, left upper quadrant tenderness and rebound tenderness; muscle guarding was not obvious, and shifting dullness sign was positive. Emergency laboratory test results were as follows: haemoglobin: 7.7 g/dL, red blood cell: 2.51 x10 12 /L, haematocrit: 0.23 L/L, white blood cell: 11.46 x10 9 /L, platelet: 63 x 10 9 /L. Ultrasound showed uneven echo of splenic parenchyma, and there was a wedge-shaped anechoic area about 17 mm x 8 mm in size in its dorsal part, with unclear edge and discontinuous capsule. Free fluid was observed in the pelvic cavity ( Figures 1 and 2 ). The initial diagnosis was splenic rupture and haemorrhagic shock. Emergency laparotomy was performed. Approximately 1600 ml of uncoagulated blood and 400 ml of clots were found in the abdominal cavity. A laceration of 2.4 cm with active bleeding was found at the mid dorsal part of the spleen, and no other lesions were found. A splenectomy was subsequently performed. Histopathological examination revealed that the lesion was composed of clots and chorion. Patches of chorion were implanted into the splenic parenchyma, and were covered with cytotrophoblastic and syncytiotrophoblastic cells ( Figure 3 ). Pathological diagnosis confirmed a ruptured splenic pregnancy.
Discussion
T h e i n c i d e n c e o f a b d o m i n a l p r e g n a n c y i s approximately 1/5000 deliveries. 2 However, it is potentially life-threatening, and accounts for a maternal mortality rate about 5.1 per 1000 cases, which is 7.7 times higher than other ectopic pregnancies and 90 times higher with respect to normal uterine pregnancies. 3 Abdominal pregnancy is classified as secondary and primary. The former occurs after the fallopian pregnancy abortion or rupture; the latter occurs when the egg directly implants into the abdominal cavity. The criteria for primary abdominal pregnancy have been described as follows: (1) Fallopian tubes and ovaries are grossly normal; (2) No evidence of uteroplacental fistula; (3) Pregnancy is related exclusively to the peritoneal surface and early enough to eliminate the possibility of secondary implantation after primary nidation of the fallopian tubes. This case is consistent with these criteria.
Although the common sites for primary peritoneal implantation are the pouch of Douglas and the posterior uterine wall, previous reports have described such pregnancies in the uterosacral ligaments, the omentum, lesser sac, small and large intestines, and liver and spleen. 4 Kitade et al have believed that the spleen and liver of humans in the supine position can be easily reached by the embryo, and furthermore they are flat organs rich in blood flow, which favour the implantation and growth of embryos. Because the region around the splenic pregnancy abounds in blood flow, haemorrhage is apt to occur as the pregnancy progresses, and haemorrhagic shock tends to be induced once rupture occurs. 5 After analysing 13 cases of primary rupture of splenic pregnancy before 2010, Biolchini et al. have reported that the patients have a mean age of 29.7 years (range 14-41 years), the ruptures occur at 6 to 8 weeks' gestation, and the mean diameter of the blastocysts is about 2-3.5 cm. 4 Most of them have risk factors for ectopic pregnancy, that is, prior history of pelvic inflammatory disease, prior ectopic gestation, endometriosis, reproductive assistance, uterotubal malformation, previous tubal surgery, and intrauterine contraceptive device. 3, 6 This patient was inserted intrauterine contraceptive device for 5 years. Advancing age is a noncontrollable risk for ectopic pregnancy. Indeed, women over the age of 35 years have a rate of ectopic pregnancy that is eight times higher than the younger women. 2 The patient was 39 years old, and her age is at a high risk for ectopic pregnancy.
Pr i m a r y s p l e n i c p re g n a n c y m o s t l y r u p t u re s spontaneously, and traumatic rupture has not been reported yet. The symptoms of splenic pregnancy rupture and traumatic splenic rupture are similar. They are manifested as left upper abdominal pain, shock and haemoperitoneum. In this case, the prior trauma history and the apparently regular menstruation point more to a delayed splenic rupture and therefore splenic pregnancy was difficult to diagnose before surgery, and was only found accidentally in postoperative histology.
In terms of the treatment of ectopic pregnancy, medical therapy with methotrexate is most likely to be successful under the following conditions: hCG <5000 mIU/ml, haemodynamically stable, ectopic blastocyst <3.5 cm in size, no signs of ruptured ectopic pregnancy and no signs of fetal cardiac activity. Any role of methotrexate in very early splenic ectopic pregnancy is unknown because in nearly all the reported cases of splenic pregnancy, an emergency operation had to be performed before diagnostic testing because of haemorrhagic shock or acute abdomen, and the splenic pregnancy was diagnosed during or after operation. To the best of our knowledge, there are no reported experiences on the use of methotrexate for splenic pregnancy.
Conclusion
Splenic pregnancy is extremely rare, and the premature rupture due to trauma makes the diagnosis difficult. Recognition of this rare form of gestation is of considerable importance because of the risk of a lifethreatening intraperitoneal haemorrhage necessitating emergency surgical intervention and splenectomy. We hope that this case can remind all emergency physicians that all ladies in child bearing age with abdominal pain should have a pregnancy test.
